Problem statement: Multiple chronic conditions combined with the complex social needs of individuals and families often create unattainable goals of efficient and effective holistic care within primary care settings. There is a recognized need for new approaches to address the intersection of the role of social determinants of health and the resulting impact on health care utilization and outcomes as an approach to enhancing value-based care. Model description: This paper describes an innovative health and wellness model that complements the essential work of primary care providers (PCPs), as an adjunct to care delivery. The wellness program helps meet unrealistic expectations placed on providers to cover a full range of holistic services while reducing the burden on under-or uninsured patients to seek timely care. The model describes an academic-community based partnership that integrates student learning into the delivery of a wellness program provided on-site to adults residing in apartment buildings designated for low-income and disabled adults. The innovation described is a health and wellness model that complements the demands placed on primary care clinics.
access points for people needing essential clinical care. Primary care providers (PCPs) in clinic and ambulatory settings perform broad-based care independent of specialists, care covering a spectrum of conditions ranging from infectious diseases to high-risk diagnosis and management of acute and chronic conditions, lifespan health prevention and adjustment concerns, and much more. The demands of individuals and families seeking primary care create clinic settings that are rapid-paced, chaotic, and sometimes unpredictable; these issues are exacerbated in regions where provider shortages exist. The coordination activities required to complete referrals to specialists and referral agencies add even more time to PCP responsibilities. The literature describes the PCP as a gateway to assimilating comprehensive care; however, a history of poor outcomes at the individual and health system level has led to the development of innovative models of integrating value-based holistic care into health care reform. 1 This paper presents an innovative health and wellness model that complements the essential work of PCPs. The model is an adjunct to primary care delivery that makes clinical and fiscal sense, helps meet unrealized expectations placed on providers to cover the range of services patients expect, reduces the burden on under-or uninsured patients to seek timely care that may be unaffordable, and improves linkages to address social determinants of health that impact health outcomes. Health is defined in this model as one's physical, mental, and social peace of mind, an absence of distress, and, when the disease has been diagnosed, is treated and not advancing to a higher level of complexity (WHO, University of Buffalo). 2 Wellness is defined as a state of optimal well-being in physical, intellectual, interpersonal, spiritual, social, occupational, and emotional dimensions.
Wellness promotes freedom of expression with others, affording an ability to cope, take responsibility, live peacefully, and continue development as life's demands unfold (National Wellness Institute). 3 Nationally, nearly 800,000 older adults reside in low-income housing, receive federal rental assistance, and are challenged by environmental factors and social determinants of health (The Pew Charitable Trusts 2015). 4 About half of these individuals are disabled, functionally impaired, and have high chronic disease burden; 66% are obese and 25% are diabetic. 5, 6 Unmanaged health conditions, coupled with social barriers to accessing health care, can result in increased nonurgent emergency room use, hospitalization, or admission to higher cost assisted living or nursing homes. As noted, PCPs have competing demands placed on them when diagnosing and managing patient disease conditions and are even more challenged when they account for their patient's complex environmental and social issues. We believe our wellness innovation model offloads the nondiagnostic demands on PCPs and leads to population health practices that are efficient and effective. 
| PROGRAM MODEL: THE (CITY NAME) HEALTH AND WELLNESS PROGRAM
The RHWP aligned with national efforts to address the social determinants of health that impede daily living, factors known to be associated with over 70% of poor outcomes in our city of Richmond Anti-Poverty Report, 2013. 10 Recognizing healthcare as a complex adaptive system that interconnects and is multi-layered, the provider faculty met with 249 old and disabled residents in an urban, low- The first priorities residents set centered on getting help with diabetes and blood pressure monitoring, managing prescribed medications, pursuing transportation to medical care, and, more broadly, exploring ways to assure their mental health and general wellbeing. Providers yielded to these resident-centered needs, the program was launched, and plans were established to grow the program with health professions students performing service learning and seeking community agency partnerships to lend technical expertise, share services without duplication, and offer financial support. The model in Figure 1 depicts the current three clusters of service offerings, philosophical principles used in the approach to care, and the interprofessional providers have expanded to constitute the current care team. Each is described below.
| Resident-centered care
The catalyst for a resident-centered, community engagement approach is centered in the patient-centered care movement. In this approach, active collaboration and shared decision-making was believed to increase satisfaction among the residents and providers alike, improve resource allocation, drive care coordination by respecting residents' values, preferences and needs, and increase information flow, communication and education (NEJM Catalyst, 2017). 13 Sillars 14 goes on to state that resident-centered care is team based, views the resident in a holistic manner through a human rather than disease lens, drives healing through the relationships established, and removes stigma and judgment, with a problem and goal focus that is in the functional language of the resident.
While programs focused on population needs, service delivery addressed individuals honored by the interprofessional team. 
| Assessment and access to care

| Health promotion and prevention service cluster
Residents acknowledge that remaining healthy directly impacts the quality of their lives. Given their status as older adults, many residents had a desire achieve higher levels of self-care management to bridge existing chronic conditions, prevent disease progression, and complications/side effects associated with medical treatment, such as falls, and improve overall social wellbeing. After hospitalization or emergency treatment, residents had heightened concern over readmissions. For instance, for residents struggling with medication-related issues, be that in procuring and paying for drug therapy, achieving therapeutic intent, living with side effects, or managing a complex drug regimen may have a pharmacy student and an advanced practice nursing student assigned by faculty to mitigate resident concerns as a team. Or, a nursing and social work student might conduct a home visit to assist someone functionally impaired, having a decline in health, to conduct a safe living analysis, or follow a return from the hospital, emergency room, or nursing home. 
| Social determinants of health-related services
| Impact and lessons learned
The RHWP has impacted the quality of life for the residents it has served. It has also been touted by PCPs for being nonduplicative of their efforts and improving resident-to-provider communication, filling in service gaps, and tending to the long-term consequences of vulnerable older and disabled adults.
| The importance of care coordination and home visits
The care coordination and intermittent home visit services are two of the programs high impact contributions. Especially, the IPT who coordinates care and conducts home visits provides residents with 
| The Importance of the Interprofessional Care Team
Strong student engagement is reflected with the engagement of 780 interprofessional team members through the Spring of 2017 (see Figure   2 ) with the majority comprised of nursing, followed by the pharmacy (see IPT students are also immersed in the challenges that people face in managing their overall wellbeing in a setting outside the healthcare settings where their training has taken place. For instance, during home visits, the problem of food insecurity becomes strikingly real, as residents were forced to choose between affording food or their medications. The significance of meals on wheels and the weekly communal meal was elevated, not trivialized. Social isolation from lack of transportation, neighborhood violence, and other family-based factors led to keen insights about the role and functions of families, spirituality, and safety.
Functional impairments not as readily noticeable in acute care settings were now seen as a path to loss of independence and housing.
Residents appreciate the intergenerational presence of students.
The clinics and programs offered by RHWP provide cognitive and social stimulation to their lives. Relationships are established not only with students but with faculty who manage a caseload of residents longitudinally. Trust and rapport between the residents and RHWP providers are readily evidenced and cited as a program strength.
| The importance of community partnerships
The RHWP had been undoubtedly enriched by community-based partnerships. The tendency to replicate services between agencies adds chaos to the choices residents must make, despite well-meaning intentions. In this model, such duplication is minimized. Rather, a concerted study of agency intentions that align with resident preferences has led to trusted dependencies on local food banks, the local area agency on aging, homeless collaboratives, and a private law school with shared mission for service and training. Rather than being perceived as competitors, these partnerships are valued as pathways to feed, transport, secure stable housing, restore credit, renew driver's licenses, and grant power of attorney to residents.
They are combatant partners in shaping policy, securing grants, and offsetting negative social determinants of health, all positive outcomes. The socialization and cocreation of the program with residents, with students, with providers, with community agencies, and with institutional leaders have created a synergistic learning environment where the power of connections is realized.
| The importance of sustainability
The RHWP has been sustained through the University and each school that has funded faculty practice. In return, each school has a received the benefit of training opportunities for its students, grant award, and community presence, consistent with the University's mission and goals.
Health and wellness programs are not heavily dependent on highcost technology and massive space demands. Each housing facility has its own administrator and may vary in its regulatory structures, so it takes the effort to develop administrative partners who are willing to offset rental space and free their staff to support whatever coordination requirements are necessary. In turn, each housing facility has access to an array of professional resources they might not otherwise have to support resident life. 
| 267
Sustainability, we learned, requires program evaluation data.
Early data sets included enrollment data, service encounters, and formative evaluations with residents. Beyond the scope of this paper, the RHWP has evolved its evaluation to include new statistical methods that can prove the economic impact of the program by calculating actual with predicted service risk-adjusted utilization patterns using population-level data. Our pilot study demonstrates fewer hospitalizations and emergency department visits, suggesting that our prevention-oriented services offset crisis clinical management. This pilot study provided an entrée to discussions that would lead to a sustainable per-member-per-month contract with local insurers, building the business case for funding programs that are prevention and quality-of-life based.
| SUMMARY
This paper has presented a health and wellness model that is serving the needs of residents in five housing facilities serving low income and disabled older adults. We have presented the key principles that allowed the model to develop and the use of an interprofessional health care team. We have supported the use of health professions students as agents for service learning, sensitizing these students to a community-based practice that is far removed from the acute care environment where most training occurs.
Beyond the impact on the residents in each facility and to the student experience, our partnerships have led us to external tables where we have been able to engage in payment reform discussions to fund community-based care, ways to more efficiently and effectively organize community services, integrate older adults into the broader community, and increase healthcare and social service workforce training in population health.
The model is innovative in the scope of services provided, the scalable use of housing facilities to meet IPT training needs in population health and individualized care, the profound awareness of the impact of social determinants of health in pursuing desired conditions to pursue health and well-being, and in creating program evaluation models that extend into cost-effective care. In the near future, the model will guide the establishment of a health and wellness center that is not space-based, but neighborhood based. This new center commits to the principles defined in the RHWP model and will eliminate a food desert by adding grocery and other services that have robbed individuals from neighborhood features that are life uplifting. As an adjunct to primary care, we have demonstrated that holistic approaches at the individual/family level that are community-based can improve the primary care experience for both providers and patients.
This manuscript is dedicated to the memory of a nurse leader who believed strongly in the humanity of nursing, interprofessional care, and elevating people to their highest form of functioning, Jeffrey Petraco. 
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